Improvements in facilities available for resuscitation including public education could result in the prevention of a proportion of deaths caused by primary rhythm disturbances.
The largest single cause of mortality in developed countries today is ischaemic heart disease. Many of these deaths occur very rapidly after the onset of a coronary attack and are due to ventricular fibrillation.
We studied the circumstances of deaths from ischaemic heart disease by examining all deaths in residents of Belfast during a one year period. We investigated the various delays involved in initiating medical care in Belfast, which has two mobile coronary care units. Deaths in persons aged < 70 years and in persons aged > 70 years are described separately. Comparison with a study of deaths from ischaemic heart disease in Belfast in 1965 Table 1 Mortality from ischaemic heart disease over oneyear Deaths from ischaemic heart disease were due mainly to pump failure or a presumed primary rhythm disturbance, of which the most frequent is known to be ventricular fibrillation (Table 3) . People who collapsed suddenly were judged to have died from a primary rhythm disturbance as were those who were found dead (often in bed), unless there was some evidence of distress before death. Thirteen cases were found to have ventricular rupture at necropsy and we have included these in the "other" category. Also included in this category are those who collapsed in cardiac arrest without pre- McIlwaine, Donnelly, Mallaghan, Chivers, Evans, Elwood, Adgey, Campbell, Geddes neighbour or staff at a nursing or old peopi in 97 (12%). The remaining 24 (3%) sough aid themselves. Medical aid was sought (72%) of those aged < 70 years. The aid r was the ordinary ambulance for 87 (29%), eral practitioner for 86 (29%), the mobile care unit for 77 (26%), the deputising doc (9%); nine (3%) came direct to hospital acc: emergency departments, and 11 (4%) soul forms of medical aid. For persons aged ) 214 (51%) requested their general practit (20%) the ordinary ambulance, 64 (15%) tising doctor, 48 (11%) the mobile coror unit, five came direct to hospital acci emergency departments, and four soug medical aid. Table 5 summarises the median delay tin they were known within an accuracy of +± the median delay time in calling for first (l; minute) and the delay in calling for medic: minutes in those aged < 70 years and eight in those aged > 70 years) are very short. Th delay times for the arrival of medical aid very short, varying from eight minutes for nary ambulance in the case of younger pec minutes for the general practitioner in th older people. Deaths from ischaemic heart disease in Belfast 335 chaemic heart disease occurring outside hospital in persons aged <75 years in Gothenburg presented with cardiac arrest.3 Some 53% of men and 49% of women aged < 65 years whose death was witnessed outside hospital in Helsinki presented with cardiac arrest. 4 Liberthson etal, reporting on sudden cardiac deaths outside hospital, stated that 50% died instantly and a further 25% died within 30 minutes.5 The median survival time among the 128 deaths we identified was only 8-25 minutes and 70% died within 30 minutes. It is unlikely that any system of medical care which does not provide resuscitation services outside hospital can reduce mortality in this group which includes many preventable deaths.
During the study period eight persons aged < 70 years were successfully resuscitated from out of hospital cardiac arrest present before a mobile coronary care unit had arrived and they survived for at least one year. Possible strategies for dealing more effectively with this problem include training the adult population in the technique of cardiopulmonary resuscitation to enable some of those developing ventricular fibrillation at the onset of their attack to survive until the arrival of a medical team with a defibrillator. Since, however, it is common experience in the hospital coronary care unit that extremely rapid defibrillation improves survival, the provision of suitable defibrillators to selected members of the public, for example to relatives of persons known to be at risk, should be considered. In our subgroup about half of these persons could have been identified because they had known ischaemic heart disease. Since a substantial number of persons are attended by general practitioners, deputising doctors, and ordinary ambulance staff, these groups should be equipped with defibrillators and trained in their use.
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